be less likely to go to Level I or II trauma centers both initially (OR 0.25, p<0.001; OR 0.69, p¼0.007) and ultimately (OR 0.36, p<0.001; OR 0.57, p<0.00). Patients from small rural areas without trauma centers were, therefore, more likely to be triaged appropriately than micropolitan and metropolitan-commuting areas. Women were significantly less likely to be appropriately transported while African Americans were more likely to be triaged to the appropriate Level I and II trauma centers. Those aged 90 years were less likely to be transported appropriately when compared to patients who were 70-79 years of age (initial transport OR 0.76, p<0.001; ultimate transport OR 0.65, p<0.001).
Study Objectives: To evaluate factors associated with 30-day return ED visits among patients aged 80 years and older in an ED that has not yet implemented ACEP recommendations for geriatric ED accreditation program.
Methods: Observational cohort study of consecutive patients age 80 years and older who presented to the ED in calendar year 2017. We adhered to the STROBE (STrengthening the Reporting of OBservational studies in Epidemiology) guidelines. Medians with interquartile range (IQR), proportions, and odds ratios (OR) with 95% confidence intervals (CI) were calculated. Chi-square, Wilcoxon/rank-sum and logistic regression were used for statistical analysis.
Results: A total of 8,681 total ED visits by 5,560 patients age 80 and older were included. The median age was 85 (IQR 82-89), and 52.6% were female. Median follow-up time was 264 days (IQR 169 to 369), with 21.1% dying during the followup. Comorbidities included coronary artery disease (CAD) in 56.9%, congestive heart failure (CHF) 39.8%, diabetes 36.2%, cancer 32.3%, dementia 27.4%, stroke 27.1%, myocardial infarction (MI) 23.2%, and chronic obstructive pulmonary disease (COPD) in 23.1%. A total of 11 patients (0.13%) died in the ED, 99 left without being seeing (LWBS) or against medical advice (AMA), 61.5% were admitted to the hospital (including observation and inpatient status), 37.2% were discharged to home, assisted living or nursing home. There were 1389 patients (16.0%) who returned to the ED within 30 days. Return rates were higher among AMA patients (28.6% returned) and LWBS (26.1%) compared to those discharged (18.3%) or admitted to the hospital (14.5%), p<0.001. Patients with CAD (OR 1.20, CI 1.07-1.35), MI (1.45, 1.27-1.64), CHF (1.46, 1.31-1.64), COPD (1.26, 1.11-1.44), diabetes (1.17, 1.04-1.32), dementia (1.32, 1.17-1.49), and male sex (1.21, 1.08-1.35) were more likely to return within 30 days. History of stroke (OR 1.11, 0.97-1.26) and cancer (1.12, 0.99-1.26) were not associated with return visits. In the logistic regression model, after adjustment by age, sex and comorbidities, dementia was associated with increased return visits, OR 1.31 (1.15-1.48), p<0.0001. Among patients with dementia, those discharged returned at higher rates than those admitted to the hospital (22.9% versus 16.4%, p¼0.0001) Among the 1834 patients (21.1%) who died during the follow-up, 531 died within 30 days. None of the LWBS or AMA patients died within 30 days.
Conclusions: Thirty-day return visits are often penalized by payers. Octogenarians are a high-risk population with a return rate of 16%. Those with dementia and other comorbidities are more likely to return within 30 days. Those who left AMA or LWBS had higher return rates than those admitted to the hospital. None of the patients LWBS or AMA died within 30 days. We are in the process of implementing the Geriatric ED Accreditation program to improve our ability to identify those who will benefit from geriatric referral, social work evaluation and home care resources. We hope to report future improvement in health care utilization and reduced 30-day ED returns with the implementation of a new approach to our geriatric population using the accreditation model. Methods: Using input from patients, clinicians, and experts in the field of palliative care, critical care, emergency medicine, geriatrics, health care design, and shared decisionmaking, we created a prototype of a paper-based decision aid to engage patients and providers in the discussion of goals of medical treatment. In phase 1, we conducted a series of group discussions to identify recommended practices and discuss adaptation to an acute care setting. We then created and iteratively designed a prototype decision aid tool. In phase 2, we are engaging 6 ED attending physicians to enroll patients to get detailed feedback on decision aid content and design. These patient-provider interactions are videotaped for further analysis in the quality of the decision and discussion, as well as to record all feedback provided while using the tool in real encounters and will be used for continued iterative refinement of the tool.
Results: The 4 x 5.5-inch, paper-based decision aid, Paths of ED Care, includes 7 sections: 1) Evaluation of patient and family understanding of disease, 2) Explanation of care team understanding and possible trajectories of disease 3) Introduction of different pathways of care 4) Explanation of care pathways, 5) Assessment of patient/ family understanding and concerns, 6) Discussion of code status and 7) a personalized summary. The decision aid includes patient-oriented prompts to facilitate open dialogue between patients and clinicians regarding ongoing care.
Conclusions: We iteratively developed a decision aid and conversation guide to facilitate shared decisionmaking for patients, family members and ED providers to regarding goals of care in the emergency department. Additional refinement is required before it is ready for testing in a trial. This tool has the potential to improve care for patients so the care provided is concordant with their values and preferences and promotes patient-centered care in the ED and throughout an episode of care. Study Objectives: Patients over 65 years of age comprise 20 million or 15% of all emergency department (ED) visits in the US annually. These patients use more resources and spend more time in the ED than younger patients. Geriatric patients discharged from the ED are more likely to return to the ED for unplanned visits, compared to younger patients. Additionally, these unplanned subsequent visits are associated with increased morbidity, mortality and costs. As the population ages, it is imperative the health care system implements policy and practice guidelines that establish high value, low cost care for geriatric patients seen in the ED.
As an initial step, ED providers, health system administrators and policy makers would benefit from further identifying geriatric patients at particularly high risk for an unplanned, return ED visit and what factors may be protective against these events.
To help distinguish factors that may influence geriatric patients' return to the ED, we used Medicare claims linked data from the National Health Aging and Trends Study (NHATS). NHATS is a nationally representative sample of Medicare beneficiaries.
Methods: Medicare claims for ED visits were examined from 2011 to 2014. We identified patients with continuous Medicare coverage in the preceding year and at least one ED visit resulting in discharge. Subsequent ED visits made within 30 and 90 days from the initial ED visit were also identified for patients who had survived to 30 and 90 days respectively. Using hierarchical logistical regression analysis, we evaluated patient specific characteristics including sex, race, Charlson Comorbidity Index (CCI), dual Medicare/Medicaid eligibility status as well as outpatient care and its association with subsequent ED visits.
Results: A total of 5811 patients (mean age 78.7 years) in the NHATS study were identified as having Medicare parts A and B only between 2011 and 2014. Of those patients, 6904 initial ED visits (by 2697 patients who survived > 30 days) resulted in 
